VIDEO EUS-directed transgastric ERCP (EDGE) with use of a 20-mm Â 10-mm lumen-apposing metal stent in a patient with Roux-en-Y gastric bypass A 71-year-old man who had undergone a Roux-en-Y gastric bypass presented because of 2 weeks of right upper-quadrant abdominal pain and jaundice. Laboratory tests showed an elevated alkaline phosphatase of 593 U/L and total bilirubin of 7.8 mg/dL. CT of the abdomen revealed biliary ductal dilation. MRCP demonstrated marked intrahepatic and extrahepatic biliary ductal dilation with abrupt cutoff of the mid common bile duct (CBD), which aroused concern for stricture (Fig. 1A) . After discussion of options, including percutaneous transhepatic cholangiography, surgical-assisted ERCP, and EUS-directed transgastric ERCP (EDGE procedure), the EDGE procedure was pursued (Video 1, available online at www.VideoGIE.org).
. A, MRCP showing marked intrahepatic and extrahepatic biliary ductal dilation with abrupt cutoff of the mid common bile duct. B, EUS image showing insertion of 19-gauge EUS needle into the excluded stomach. C, EUS image of contrast material and sterile water being injected through 19-gauge EUS needle to distend the excluded stomach. D, EUS image of 20-mm Â 10-mm electrocautery-enhanced lumen-apposing metal stent (LAMS) inserted into the gastric remnant through the gastric pouch, creating a gastrogastric fistula. E, Endoscopic image confirming placement of the proximal flange of the LAMS within the gastric pouch. F, Ampulla visualized by duodenoscope. G, Cholangiogram demonstrating distal stricture of the common bile duct (CBD) with upstream dilation of the CBD up to 15 mm. H, Fluoroscopic image of placement of a 10F Â 7-cm plastic biliary stent.
Written transcript of the video audio is available online at www.VideoGIE.org.
A linear echoendoscope (GF-UCT180; Olympus America, Center Valley, Pa, USA) was advanced into the gastric pouch. Under US guidance, the remnant stomach was located. Under fluoroscopic and US guidance, a 19-gauge EUS needle was inserted into the remnant stomach (Fig. 1B) . Sterile water and contrast material were injected to distend the gastric remnant (Fig. 1C) . Thereafter, a 20-mm Â 10-mm cautery-enhanced, lumen-apposing metal stent (LAMS, Axios; Boston Scientific, Natick, Mass, USA) was inserted into the gastric remnant through the gastric pouch, creating a gastrogastric fistula (Fig. 1D) . A 29F gastroscope (GIF-HQ190, Olympus America) was then inserted, confirming placement of the proximal flange of the LAMS within the gastric pouch (Fig. 1E) . The gastric mucosa of the excluded stomach was visualized through the LAMS.
Seventy-two hours later, we performed an ERCP through the LAMS. A 30F therapeutic endoscope (GIF-1TH190, Olympus America) was traversed through the fully expanded LAMS. A duodenoscope (TIF-Q180V, Olympus America) was then guided, under fluoroscopy, through the LAMS and into the second portion of the duodenum, where the ampulla was visualized (Fig. 1F) . Bile duct cannulation was undertaken. A cholangiogram revealed a stricture of the distal common bile duct with upstream dilation up to 15 mm (Fig. 1G) . Biliary sphincterotomy was performed, and the stricture was brushed for cytologic examination. Under endoscopic and fluoroscopic guidance, a 10F Â 7-cm plastic biliary stent was placed (Fig. 1H) . Finally, the duodenoscope was removed, care being taken not to displace the LAMS. Cytologic analysis showed atypical ductal cells. The patient was scheduled to undergo a repeated ERCP in 4 weeks for stent removal or exchange.
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